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G 000 INITIAL COMMENTS G 000

 This was a federal home health complaint 

investigation.

Complaint # IN00121225, Unsubstantiated: 

Allegation did not occur.

Survey date:  January 16, 2013

Facility number:  003294

Surveyor:  Miriam Bennett, RN, BSN, PHNS

The complaint was against a Personal Services 

Agency and not this agency.

Quality Review: Joyce Elder, MSN, BSN, RN

January 17, 2013
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